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Dear Editor, We appreciate the comments by the reader regarding our study. Thank you for such interesting insights to what we feel is a critical issue in managing the non-arthritic hip. Ultimately, we think your correspondence boils down to three issues, which we will address individually.
The first issue is the idea that we feel that X-rays are the sole most important criteria for making a diagnosis. We do not agree with this, as we stated in our paper that 'clear surgical indications should depend on radiographs in conjunction with advanced imaging (CT and MRI), physical exam findings, and hip injections', with all elements playing crucial roles in accurate diagnoses.
The second issue, with which we and the commenter agree, relates to the treatment of individuals with normal or near normal X-ray parameters. This common issue can be noticed at the time of surgery, when some patients have significant chondro-labrum injuries with normal X-rays. We do not feel that all hip arthroscopies are due to impingement or dysplasia. We do think that we probably over-treat radiographs that show FAI, as it is unclear when to and when not to address all bony deformities. This issue clearly needs more research.
Lastly regards the issue of whether subjective or objective parameters are more reliable and reproducible between observers. As with the commenter, we feel that subjective measures are important, but as showed, inter-observer reliability is less accurate. As discussed in our paper, these findings are similar to two other studies which looked at the reliability of pre-arthritic radiographic hip parameters [1, 2] . The point of this statement is to understand that instability and impingement are radiographic parameters that are very commonly found to overlap in the same patient. Ultimately, an index should be created for the at-risk hip and it should be a composite of both objective and subjective parameters. However, we must strive to make this index a validated instrument since it will be the cornerstone of our surgical indication and will ultimately help patient care.
We again thank the commenter for their inquiry, and hope that our response has appropriately and adequately addressed all concerns.
